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During your preoperative visit, a very wealthy patient, Gill Bates, who donated a wing to the large teaching hospital in which
you practice, has an unusual request: He does not want any residents involved with his care. He is scheduled for an open
infrarenal aneurysmectomy. He explains that his decision is based on the experience of a relative many years ago who was
harmed by a resident’s error. You clarify that you will do the procedure but that this is a teaching hospital and residents
provide excellent assistance andpostoperative care.He is resolute indemanding thatonlygrown-upsurgeonsprovidehis care.A. Provide care as requested.
B. Agree but follow your usual routine in the operating room.
C. Refuse to provide surgical care under the stated conditions.
D. Refuse to provide care and say what you think of his attitude.
E. Carefully explain the importance of your team remaining intact in providing the best care.“To hold him who has taught me this art as equal to my York and Philadelphia near the end of the colonial period,
parents and to live my life in partnership with him . . .
and to regard his offspring as equal to my brothers . . .”
dHippocratic Oath (late 5th century B.C.)As noted in the quotation above, from the beginning
of ancient medical lineage with Hippocrates, teaching of
the professional wisdom was foremost. Hippocrates placed
teaching the art of medicine as the ﬁrst ethical duty and
emphasized the great value it should hold for physicians.
In Great Britain in the 18th century, the ﬁrst teaching
hospitals were those that provided care for patients who
were ill and impoverished.1 The Royal Inﬁrmaries were
founded by the owners of factories and mills who created
the Industrial Revolution. These wealthy individuals, who
supported the Inﬁrmaries’ budget through an annual
subscription, wanted to ensure that their ill or injured
employees would receive sufﬁcient medical care to return
to work. These Royal Inﬁrmaries became the prototypes
for the ﬁrst hospitals in the United States, founded in NewThe Center for Medical Ethics and Health Policy, Baylor College of
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The Royal Inﬁrmary of Edinburgh made signiﬁcant
progress in medical education and scientiﬁc advancement
in the late 18th and early 19th centuries, during the
enlightenment.2 Medical trainees gained educational expe-
rience as they participated in patient care. American hospi-
tals followed with New York Hospital, chartered by King
George III, and its afﬁliated medical school, King’s College
(presently Columbia Physicians and Surgeons) in New
York, under the leadership of Dr Samuel Bard. Bard, and
others of his time, insisted that, in reciprocity for receiving
free medical care, the poor had an ethical obligation to
submit themselves as teaching material.3
This arrangement persisted until the Social Security
Amendments of 1965 Act creating Medicare and Medicaid
became law under President Lyndon Johnson. A large
number of elderly and poor individuals became insured,
thus reducing the indigent catchment population. Public
hospitals remain active although reduced in number.
They provide more emergency care, care for the uninsured,
and graduate medical education than other hospitals, espe-
cially for-proﬁt hospitals.
Postgraduate medical education mainly consists of
experiential education along with book learning; surgical
preparation is so focused on experience, it is not referred
to as educationdit is training. Experience is especially
important in procedural specialties, such as surgery, that
require the acquisition and constant improvement of
complex cognitive and physical skills. Reading about
a procedure confers none of the technical skills needed:
dexterity, hemostasis, and operative judgment.1115
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there is a powerful obligation of physicians and surgeons
to fully educate successors.4 The ethical and social obliga-
tion is necessary to care for the future generation’s diseases.
This is especially important in “teaching” institutions.
Bard’s argument about a reciprocal obligation of indi-
gent patients is not persuasive in an era that has rightly
emphasized patients’ rights. However, all patients have
a debt of gratitude to patients in the past who became
the teaching material. All patients therefore have some
obligation to “pay it forward.”
“To claim a right to the beneﬁts of medical care
without sharing the obligation to perpetuate medical
knowledge and skills offends basic concepts of fairness or
justice, which prohibit such an imbalance of beneﬁts and
burdens.”5 Mr Bates, in demanding to receive the beneﬁts
of uncountable past patients’ gifts to medicine’s progress
without contributing himself, violates justice and common
sense. His refusal to allow residents to be involved in his
surgical care fails the philosophic test of universality,
wherein an action has validity proven if it can justly be
taken by all.6 If there were no patient teaching material,
society would be greatly harmed.
In addition, patients have a prudential interest in seeing
to it that there will be well-trained physicians and surgeons
to care for them in the future. The surgeon can appeal
directly to the patient’s sense of prudence, as well illus-
trated by the practice of one of us (J.W.J.) in response to
refusals like that of Mr Bates: explain that in honoring their
request, the resident’s operative role would be to make the
incision and close the wound. The few times this was ques-
tioned, the reply was “I have not closed an incision in years,
the resident does it everyday. You really want your incision
sutured by a resident.”
In our case, the surgeon confronts a conﬂict of three
commitments. First, the surgeon has the ethical obligation
to respect the patient’s refusal of residents’ involvement.
Second, the surgeon has an ethical obligation to future
patients to see that they receive excellent surgical care by
educating residents. Third, the surgeon has the professional
responsibility to provide excellent care. Acceding to the
temptation that alters a surgical routine to give a little extra
to VIPs or other physicians is unwise. Although undocu-
mented, some of the worst procedural results are de jour
surgeons who do not have a strict routine.
As Walter Dandy, a founder of neurosurgery and one
of the most technically skilled surgeons ever, once exagger-
atingly said, “When operating, a top surgeon’s brain waves
never reach his cortex.” When everything is going well,
surgeons can play music and discuss nonmedical subjects
while operating, and their standard routine is not broken
if the train stays on the track; the best have subroutines
for every variation. In teaching institutions, residents are
essential for the success of this approach. Granting the
patient’s request would alter the team’s care dynamic and
postoperatively put more strain on the attending surgeon,
which is not in the patient’s interest.Put another way, the patient’s refusal may be
informed and autonomous, but it is imprudent, and
implementing it is not consistent with the professional
responsibility to provide excellent surgical care. Too, the
resident would be excluded from a learning experience.
In light of these ethical considerations, option A is not
permissible.
Option B is Machiavellian: it is a deception that depre-
ciates integrity and must be discarded. Refusing to provide
care without attempting to reconcile the conﬂict is rash.
There are many difﬁcult situations in medicine, and one
grows professionally by calm, measured approaches.
Option C may be needed if the better choice fails.
Option D is the worst choice; it fails in two aspects. Mr
Bates has explained why he mistrusts trainees, and his
explanation is prima facie reasonable. He equates being
in training as needing to acquire further knowledge and
skills, which is correct. He does not understand the
“graded responsibility” of a surgical residency. He should
be told the residents are well qualiﬁed to do what they
are allowed to do and the number of years the resident
has been in training.
Explaining who will be providing care and how the
responsibilities will be divided at the beginning of therapy,
option E, is the best approach because it implements the
surgeon’s commitments to future patients and to the resi-
dent and maintains professional standards in the operating
room that are designed to protect and promote the
patient’s health-related interests.
Being forthcoming also directly responds to the
patient’s understandable refusal with a persuasive argument
that invites him to reconsider. The value of having an expe-
rienced team that is used to working together providing
care is a powerful message. In most teaching hospitals,
faculty would rarely form a team. If the resident is in
vascular training, the patient may be surprised to learn he
is already a trained surgeon because of the prerequisite of
ﬁnishing a general surgery residency.
Surgical practice has always been a science and an art
form. It gradually has morphed more and more into
science with less art, which is good, but the interactions
with patients remains 100% art.
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